Internists often have conversations about goals of care for patients at the end-of-life. Discussions are usually informed by hospital data or a witnessed functional decline over time for patients at home. However, COVID-19 is not usual. Providing ambulatory and inpatient care in the epicenter of New York City (NYC), we have witnessed many frail, older adults acutely decline due to COVID-19. Because hospitals limit or deny visitors to COVID-19 patients, many older adults fear dying there alone and wish to remain at home with their family. Unfortunately, the presentation of COVID-19 often includes rapid onset of delirium, so we miss having these conversations in advance.

In April, before the pandemic peaked in NYC, the family of a patient asked us for help treating him at home. They suspected that a urinary tract infection was causing his fever and lethargy. We discussed the risks and benefits of treating him empirically during the global pandemic since he was too weak to leave home for testing. And, if he did not already have COVID-19, the family did not want to risk exposing him. Antibiotics did not help; he became more lethargic and suddenly developed respiratory distress. Despite hoping to avoid hospitalization, they brought him to the Emergency Department (ED) where he tested COVID-19 positive. We had already discussed his goals of care; they did not want intubation or cardiopulmonary resuscitation (CPR). He died comfortably in the ED, receiving high-flow nasal cannula and morphine for air hunger. In his final moments, his family did not agonize over these decisions. Acute respiratory distress can be difficult and scary to manage at home, often resulting in an ED visit for patients who intended to stay home. Even when this occurs, clarifying goals of care beforehand with family and ED staff can ensure that goals are met.

For frail older adults, whether to hospitalize is no simple question, and the pandemic further complicates it. Right now, hospitals are disorienting places for anyone. Personal protective equipment (PPE) renders nurses and physicians unidentifiable. Hospital staff limit time with patients to reduce their own COVID-19 exposure and to preserve PPE. Without family helping them, older adults easily become delirious in this unfamiliar setting. Home is a familiar place where they can receive 24/7 attention, love, and comfort from their family. Despite hospital support like increased monitoring, intravenous medications, hemodialysis, high-flow oxygen, and intubation, up to 27% of patients 85 and older and 11% of patients 65--84 die from COVID-19 infection.^[@CR1]--[@CR3]^ Old age is a predictor of dementia and severe COVID-19 disease, and adults with dementia are more likely to have comorbidities (diabetes, cardiovascular disease, and pneumonia) associated with poor outcomes, including mortality, from COVID-19 infection.^[@CR4]^

So we must be proactive. For patients at risk of severe disease due to COVID-19, we now frankly discuss the benefits and risks of hospitalization with patients and caregivers before patients become ill. During these difficult conversations, we are frequently covering for colleagues deployed in the hospital or ill themselves, and often have not met the patient beforehand. Most of the data we base our guidance on is from a single phone conversation with the patient and caregivers. They identify a health care proxy or next of kin, and we learn the patient's wishes about seeking emergency care, hospitalization, and if necessary, dialysis, intubation, and resuscitation. Determining goals of care and code status beforehand makes hospital care smoother and better aligned with patients' wishes---which we know only when we ask. Some patients will choose hospital admission, and others to stay home or return home after an ED visit for COVID-19 symptoms. But for those who avoid hospitalization, the decision should be thoughtful, not made from fear.

For patients who wish to remain at home, but who may later consider hospitalization, Certified Home Health Agencies (CHHAs) provide skilled home nursing and rehabilitation even during the pandemic. Despite initial scaling back of home care in NYC due to inadequate PPE, we have facilitated home visits for symptom management, vital signs and pulse oximetry readings, phlebotomy, and physical therapy for deconditioning. We can also provide home oxygen. Following the national emergency declaration, the Centers for Medicare and Medicaid (CMS) liberalized the regulations that would have denied home COVID-19 patients easy access to oxygen.^[@CR5],\ [@CR6]^ CHHAs can help coordinate the delivery of hospital beds and other medical equipment to meet patients' functional needs at home.

For patients with high risk of mortality who prefer palliation of symptoms, hospice programs can provide many in-home services, including nursing care, 24/7 phone support, medical supplies and equipment, pastoral care, short-term inpatient hospice care, and respite care. Given the poor prognosis for many with severe COVID-19, hospice programs in NYC began interpreting admissions criteria to include frail patients with acute functional decline due to COVID-19. This can be applied nationwide. One patient with mild cognitive impairment and stable pulmonary disease was not a hospice candidate before the pandemic. But she became eligible when we diagnosed her by telephone with acute functional decline from suspected COVID-19 after she was newly bedbound and not eating or communicating clearly. Her daughter said her mother wished to avoid hospitalization and aggressive care. We referred her to hospice care, at home, and she remains with her family.

Primary care providers can and should prevent hospitalization for frail older patients who have an acute decline due to COVID-19 and prefer the comfort of home with their loved ones. In our experience with older COVID-19 adults, declines occur suddenly and delirium is common, even absent a history of cognitive impairment. So proactive conversations are essential. For providers who otherwise feel powerless against COVID-19, it is reassuring to align the care plan with a patient's wishes. As the pandemic alters how we deliver care, we call on all primary care providers to identify patients at high risk of mortality from COVID-19 and speak candidly with them, while we still can.^[@CR7]^

**Publisher's Note**

Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.

AHRQ K12HS026396 (Groeger), NIDA R01DA039046 (Starrels), NIDA K24DA046309 (Starrels).

The authors have no conflicts of interest to declare for this article.
